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Prenatal HIV Testing and Antiretroviral Prophylaxis at an Urban Hospital — 
Atlanta, Georgia, 1997-2000 


In 1994, the U.S. Public Health Service (USPHS) recom 
mended the use of zidovudine (ZDV) to reduce perinatal 
human immunodeficiency virus (HIV) transmission; in 1995, 
USPHS recommended universal prenatal HIV counseling and 
voluntary testing (/,2). Widespread implementation of these 
recommendations, together with increased use of antiretroviral 
therapy (ART) and scheduled cesarean delivery, has resulted 
in substantial declines in perinatal HIV transmission (3—5). 
However, perinatal HIV transmission continues to occur (3). 
lo identify missed prevention opportunities, CDC analyzed 
the incidence of perinatal HIV infection among a cohort of 
HIV-exposed infants born during 1997-2000 at Grady 
Memorial Hospital (GMH) in Atlanta, Georgia. This report 
describes the results of that analysis and underscores the chal- 
lenges to universal prevention of infant HIV infections. 
Efforts to reduce perinatal HIV transmission should focus on 
increasing prenatal care rates, promoting adherence to rec 
ommended treatment regimens during pregnancy, and increas- 
ing prenatal HIV testing, particularly in areas where missed 
opportunities for prevention of perinatal HIV transmission 
persist. 

All children born to women identified as HIV infected and 
delivered at GMH during 1997-2000 were included in this 
analysis. The 2000 birth cohort was the most recent cohort 
for which complete data on perinatal HIV transmission were 
available. Women usually met with trained HIV counselors 
in groups of two to five women during their initial prenatal 
visits. Pregnant women were provided pretest counseling and 
asked to give written informed consent for HIV-antibody test 
ing. Since September 1994, the rate of HIV-testing accep- 
tance has been >90% among women registered for prenatal 
care at GMH; acceptance of maternal and infant ZDV among 
HIV-infected women also has been >90% (6). Since 1999, 


scheduled cesarean delivery has been recommended routinely 


to HIV-infected pregnant women at GMH. The incidence of 
perinatal HIV transmission was calculated as the number of 
HIV-infected children divided by the total number of chil 
dren born to HIV-infected mothers. Children exposed to HIV 
perinatally were followed at the GMH pediatric HIV clinic. 
\ child with two positive HIV DNA polymerase chain reac 
tion (PCR) tests was classified as HIV infected; a child with at 
least one negative DNA PCR test after age 2 months or a 
negative HIV-antibody test after age 18 months was classified 
as uninfected. 

Che risk for perinatal HIV transmission was 5% in 1997 
and 8% in 1998. A low of 3% was reached among HIV 
exposed infants born during 1999, coincident with an 
increased percentage of HIV-infected pregnant women 
receiving a scheduled cesarean delivery and combination ARI 
and an increased percentage with HIV viral loads of <1,000 
copies/mL during the peripartum period (Table). During 


29 (58%) 


1999, dual- or triple-drug ART was administered to 
of 50 pregnant HIV-positive women, compared with eight 
(16%) of 51 women during 1997 (p<0.001). The percentage 
of pregnant women receiving no ART did not change signifi- 
cantly during the study period (Table). The percentage of 


women with viral loads of <1,000 copies/mL near the time of 
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increased from one (1%) of 114 women during 1997-1998 
to 46 (37%) of 125 women during 1999—2000 (p- 0.001). 
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es an economically disad\ intaged 
population with high rates of illicit drug use. Since 1987 
GMH has offered voluntary HIV testing to pregnant women 
receiving pren ital care or going into labor, and efforts at GMH 
to prevent perinatal HIV transmission have been successful in 
lowering transmission rates among HIV-infected pregnant 
women (6). However, the findings in this report underscore 
the challenges to universal prevention of perinatal HI\ 
transmission 
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TABLE. Number and percentage of births by HIV-infected mothers, by year and selected characteristics — Grady Memorial Hospital, 
Atlanta, Georgia, 1997-2000 





1997 
(N = 63) (N = 59) (N = 59) 
No. (%) No. (%) No. (%) 
Transmission risk* 3 (5) 5 (8) 2 (3) 
Maternal viral ioad near time 
of delivery (copies/mL) (n = 40) (n = 48) 
<400 2 (5) 2 (4) 19 
400—1,000 (5) 7 (15) 8 
1001—10,000 (52) 16 (33) 15 
10,001-—50,000 (28) 18 (38) 7 
>50,000 (10) 5 (10) 6 
Antiretroviral therapy 
Maternal (anytime during pregnancy) 
None 11 (22) 13 (25) 
ZDV't mono 32 (63) 21 (40) 
Dual 1 (2) 5 (9) 
HAARTS 7 (14) 14 (26) 
Infant ZDV 60) (n = 57) 
(92) 55 (96) 
59) (n = 55) 
(80) 37 (67) 


1998 1999 2000 


(N = 72) 
No. (%) 


7 (10) 


Characteristic 





(n = 55) 
(35) 16 
(15) 12 
(27) 15 
(13) 9 
(11) 


(n = 59) 
(27) 
(20) 
(25) 
(15) 
(12) 

(n = 51) (n = 53) 50) (n = 64) 
(20) 18 (28) 
(22) 2 (3) 
(18) 20 (31) 
(40) 24 (38) 

54) (n = 64) 
(100) 62 (97) 
Mode of delivery = 59) (n = 66) 
Vaginal 





Scheduled cesarean 1 
Emergency cesarean 9 
Unknown cesarean 2 


(2) 
(15) 
(3) 


0 
16 
2 


(59) 20 (30) 
(0) (24) 32 (48) 
(29) 9 (15) 13 (20) 
(4) 1 (2) 1 (2) 





* Calculated as the number of HIV-infected children divided by the total number of children born to HIV-infected mothers 


. Zidovudine 
“Highly active antiretroviral therapy 


During 1997-2000, no cases of perinatal HIV transmis- 


sion were identified among pregnant women who participated 


in the full program of prenatal care, HIV testing in pregnancy, 


and ART. Of the seven cases among women with perinatal 
transmission in 2000, at least four might have been prevented 
by using the full regimen of ART. Two of the four women 
received prenatal care and were aware of their HIV infections, 
one received prenatal care and was unaware of her infection, 
and one did not receive prenatal care but was aware of het 
infection. In 2001, the Georgia Division of Public Health ini- 
tiated a program focused on further reducing perinatal HIV 
transmission among women living in Atlanta. Through col 
laborations with hospital staff and local county health depart- 
ments, HIV-infected pregnant women are linked to 
community resources to support and facilitate their adher- 
ence to appropriate therapy and other prevention services. 
Certain perinatal HIV infections might be attributed to 
inadequate prenatal care. However, HIV testing of pregnant 
women even as late as the time of labor allowed nearly all 
HIV-exposed infants to receive the recommended neonatal 
ZDV postexposure prophylaxis for 6 weeks, demonstrating 
the value of HIV testing during labor. In 2001, the U.S. 
Department of Health and Human Services revised its guide- 
lines for routine, voluntary HIV testing of pregnant women 
(7), including rapid HIV testing at the time of labor for women 


whose HIV status is unknown. CDC is continuing to 


promote these recommendations as part of a new initiative 
aimed at reducing barriers to early diagnosis of HIV infection 
and increasing access to medical care and ongoing prevention 
services (8). 

Perinatal HIV transmission can be prevented (3—5); the 
perinatal HIV infections described in this report highlight 
missed opportunities for perinatal HIV prevention and the 
need for multiple prevention strategies to reach women at high 
risk for infection. Innovative approaches must be developed 
that address the needs of mothers who receive little or no pre 
natal care or who have not had HIV testing before labor (3). 
Routine prenatal HIV testing of all pregnant women aftords 
the best opportunity for the prevention of perinatal HIV trans 
mission (9). Repeat HIV testing during the third trimester of 
pregnancy (/0) probably would have identified the risk status 
of two of the infants described in this report and resulted in 
appropriate peripartum antiretroviral prophylaxis. 

Resident treatment programs for cocaine-addicted pregnant 
women, together with supervised antiretroviral therapy, if in- 
dicated, for homeless and addicted mothers late in pregnancy, 
might further prevent perinatal HIV infection. For pregnant 
women who receive prenatal care and know their HIV status, 
prevention programs should focus on promoting adherence 
to recommended treatment regimens and administering AR] 
during pregnancy (4,5). Efforts to reduce perinatal HIV trans- 


mission should continue to focus on increasing prenatal care 
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rates and prenatal HIV testing, particularly in areas where 
missed opportunities for prevention of perinatal HIV trans 
mission persist 
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implementation of Named HIV 
Reporting — New York City, 2001 


Since 1981, population-based surveillance data on acquired 
immunodeficiency syndrome (AIDS) have been used in New 
York City (NYC 
virus (HIV) epidemic. In June 2000, the NYC Department 
of Health and Mental Hygiene (NYCDOHMH) began track 


ing diagnoses of HIV (non-AIDS) in addition to AIDS diag- 


, . 
tO monitor tic human immunodeficiency 


noses. This report describes epidemiologic data from the first 
tull calendar year of named HIV reporting in NYC. The find 
ings indicate that, compared with persons living with AIDS 
PLWA), persons who had HIV diagnosed during 2001 were 
more likely to be female, non-Hispanic black, younge: 
i.e., aged <45 years), and residents of the Bronx or Brooklyn. 
hese newly available data describe the NYC population with 
HIV infection more accurately than data on PLWA and can 
be used to redirect HIV-prevention efforts to better target 


persons at highest risk for acquiring HIV infection. 


A New York State (NYS) law implemented on June 1, 2000, 
mandates that health-care providers report by name all 
persons with newly diagnosed HIV infection, HIV illness, or 
AIDS. The law also requires that laboratories report the 
results of selected HIV-related tests for all NYS residents, 
including positive Western blot (WB) tests, detectable HI\ 
viral loads, and CD4 counts of <500 cells/#wL. NYCDOQHMH 
field staff review medical records to abstract additional data 


that are not reported routinely by laboratories (e.g., race/ 


ethnicity, transmission risk, and postal code of residence). 


Persons with HIV and AIDS also are identified through other 
mechanisms, including passive provider reporting; active sur- 
veillance by field staff in 73 acute-care hospitals, 500 clinics, 
and 1,500 private health-care providers’ offices; and searches 
of public health registries (e.g., vital statistics, tuberculosis, 
and cryptosporidiosis). All previously unreported cases are 
entered into the HIV/AIDS Reporting System (HARS). 

NYCDOHMH analyzed surveillance data related to HIV 
and AIDS cases reported through September 30, 2003. 
Patients were categorized as having had HIV diagnosed dur- 
ing or before 2001 on the basis of the date of the earliest known 
HIV diagnostic event (e.g., WB test or Provider Report Form). 
Persons with HIV diagnosed during 2001 were classified 
further as diagnosed concurrently with HIV and AIDS if an 
AIDS-defining event had occurred within 31 days of HIV 
diagnosis. 

As of September 30, 2003, NYCDOHMH had received 
reports of 6,662 persons who had HIV diagnosed during 2001 

+,846 [73%] without AIDS and 1,816 [27%] with AIDS) 

lable). An additional 3,275 persons with previously diag- 
nosed HIV infection had AIDS diagnosed during 2001, for a 
total of 5,091 AIDS diagnoses during 2001. As of December 
31, 2001, a total of 76,462 persons were reported to have had 
HIV or AIDS diagnosed and were known to be living with 
HIV in NYC (51,085 PLWA and 25,377 persons living with 
HIV [non-AIDS)]). 

Among the 6,662 persons who had HIV diagnosed during 


2001, a total of 4,325 (65%) were male, and 2,337 (35%) 


were female (rate ratio [RR] = 2.1; 95% confidence interval 
Cl] = 2.0-2.2). Non-Hispanic blacks accounted for 54% 
; rate: 182 per 100,000 population) of HIV diag- 

5.0; 95% Cl 1.7 


Www. 


n » Rp 
noses (RR 5.4 compared with non- 
Hispanic whites); Hispanics, 29% ( 1,954; rate: 90 per 


100,000 population; RR = 2.5; 2.3—2.7 compared 
with non-Hispanic whites); and non-Hispanic whites, 15% 
(n = 1,016; rate: 36 per 100,000 population). Of the 3,981 
(60%) HIV-infected persons for whom transmission risk data 


were available, 1,534 (39%) were males who reported having 
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TABLE. Number, percentage, and rate* of persons with HIV diagnosed during 2001 and number and percentage of persons living 
with HIV/AIDS (PLWHA) diagnosed before 2001, by selected characteristics — New York Cityt 





Persons with HIV diagnosed during 2001 


PLWHA with HIV diagnosed before 2001 





Concurrently 


Without AIDS diagnosed with AIDS‘ 


With HIV 


Total (non-AIDS) With AIDS Total 





Characteristic " (%) Rate No. (%) Rate 


No. (%) Rate No. (%) (%) No (%) 





Sex 
Male 
Female 
Race/Ethnicity 
Black non-nmispanic 
Hispanic 
White 


Asian/Pacific Islander 


non-Hispanic 


American Indian 
Other/Unknown 
Age group (yrs)" 


3-24 
5-44 
45-64 


65 


Borough of residence 
Brooklyr 
Manhattar 
Bronx 
Queens 
Staten island 
Unknown 
Transmission risk 
Men wt have se 


meterosexua 


Unknown/Under investigati 
Clinical status as of 9/30/03 
HIV (non-AIDS 3 82.4 


AIDS 855 (17.6) 10.7 1,816 (10 


Total 4,846 (72.7) 60.5 1,816 (27.3) 22.7 


4,325 
2,337 


(64.9) 114.0 
(35.1) 55.5 


(70.3) 
(29.7) 
3,572 (53.6) 182.0 
1,954 (29.3) 90.4 (32.4) 
1,016 (15.3) 36.3 ‘ 23.8 - é (22.4) 
89 (1.3) 11.4 194 413 } 607 (0.9) 
8 (0.1) 46.2 1 1 4 40 (0.1) 
23 = =(0.3) 8.1 77 1,036 (1.5) 


(42.8) 


80 (1.2) 5.2 
527 (7.9) 43.5 
(62.6) 158.4 
(26.6) 104.6 

(1.7) 11.9 


1,724 (2.5) 
1,822 (2.6) 
39,119 (56.0) 
25,619 (36.7) 
1,516 (2.2) 


(27.9) 75.4 
(27.5) 119.3 
(25.0) 124.9 
(13.1) 39.2 (13.4) 
(1.8) 26.6 é 1,378 (2.0) 
(4.7) ” 3 4 39 3,390 (4.9) 


17,193 
23,883 
14,582 

9,374 


(24.6) 
(34.2) 
(20.9) 


534 (23.0) 
,337 (20.1) 

(15.5) 
77 (1.2) 


18,322 
12,890 
21,029 


(26.2) 
(18.5) 
(30.1) 
2,292 (3.3) 


0 (0) s } 4 a7 ¢ 391 (0.6) 


2,681 (40.2) 14,876 (21.3) 
3,991 (59.9) 23 
2,671 (40.1) R18R (041 


6,662 (100.0) 21,386 (30.6) 


16,231 (23.3) 
53,569 (76.7) 
69,800 (100.0) 


48,414 (69.4) 





n 2000 U.S. census data 
sported as of September 30, 2( 
1in 31 days of HIV diagnec 
/ diagnosed during 2001 
available for calculation 


defined heter 


transmitted disease, 6) « 


ersons with no risk data re 


wf 2 


sex with other males, 1,337 (34%) had high-risk heterosexual 


contact*, and 1,033 (26%) reported injection-drug use. 
Overall, 1,816 (27%) of the 6,662 persons with HIV diag- 
nosed during 2001 also had AIDS. Among NYC residents, 


the rates of concurrent HIV and AIDS diagnoses were 





* Includes persons with CDC-detined heterosexual transmission risk in 
to persons with probable heterosexual transmission. These include persons wit! 
1 documented history of 1) sexual intercourse with an HIV-infected person of 
the opposite sex, an injection-drug user, a bisexual male, or a person wit! 


hemophilia/coagulation disorder heterosexual prostitution (¢.g., sex work 


or exchange of sex for drugs), 3) sexual contact with a prostitute of the opposit 


+) multiple sex partners of the opposite sex, 5) sexually transmitted disease 
©) cocaine use, OF 


immigration from a country where heterosexual 


transmission of HIV predominates 


highest among males and non-Hispanic blacks and varied sig 
nificantly by neighborhood of residence (Figure). Persons with 
HIV and AIDS diagnosed concurrently were more likely to 
OR 1.3; 95% Cl = 1.2 
1.5), non-Hispanic black than non-Hispanic white (OR = 1.3; 
95% Cl 


be male than female (odds ratio 


1.1—1.5), and residents of boroughs other than 
Manhattan (Table). 

Compared with PLWA who had diagnoses before 2001, 
persons with HIV diagnosed during 2001 were more likely to 


V0 


be female (35% versus 28%), aged <45 years (72% versus 


57%), non-Hispanic black (54% versus 44%), and residents 
of the Bronx (25% versus 21%) or Brooklyn (28% versus 


25%). 








1250 MMWR 


January 2, 2004 





FIGURE. Rate* of concurrent HIV and AIDS diagnoses among 
persons with HIV diagnosed during 2001, by neighborhood? 
— New York City 














Reported by: 


Editorial Note: 5 


HIV and AIDS. Ascertaining transmission risk for a substan- 
tial proportion of these persons has not been possible; no trans- 
mission risk data were available for approximately 40% of 
those who received diagnoses during 2001. For this reason, 
available transmission risk data cannot be generalized to all 
persons with HIV infection. To address this limitation, in April 
2002, NYCDOHMH,, in collaboration with CDC, imple- 
mented a systematic sampling approach to obtain transmis- 
sion risk data for a representative sample of persons reported 
with HIV, stratified by borough and sex, retroactive to June 
2000 (2). Second, the completeness of HIV (non-AIDS) case 
reporting is not known. During 1993 completeness of AIDS 
case reporting in NYC was approximately 8 1%-—87% (3), and 


AIDS surveillance data probably accurately reflect tl 


ie actual 
burden of AIDS. However, surveillance data regarding HI\ 
non-AIDS) might underestimate the number of persons with 
HIV infection (non-AIDS) diagnosed. Third, persons with 
undiagnosed HIV cannot be detected by the HIV/AIDS sur 


] 4 ~ () 
veillance system. An estimated 25% of persons living with 


HIV infection have never been tested, are unaware of thet 
infection status, and are not counted by surveillance sys 
Finally, the number of new HIV diagnoses in NYC 
during 2001 m Y | verestimated because of repeat WB 
esting among persons with HIV (non-AIDS) diagnosed before 
For this reason, the analvsis was 

he first full calendar year of HIV reporting. 
iddition ol epide miologi« data related tO persons with 
HIV (non-AIDS) to the HIV/AIDS surveillance system in 
NYC has resulted 


ization of th eC] This new epidemiologic intor 


, 
omplet and accurate Characte! 


ntion strategies, will allow 


vention resources in N Y¢ 
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Incidence of Acute Hepatitis B — 
United States, 1990-2002 


Hepatitis B virus (HBV) is a bloodborne and sexually trans 
mitted virus that is acquired by percutaneous and mucosal 
exposure to blood or other body fluids of an infected person. 
Clinical manifestations of acute hepatitis B can be severe, and 
serious complications (i.e., cirrhosis and liver cancer) are more 
likely to develop in chronically infected persons. In the United 
States, approximately 1.2 million persons have chronic hepa 
titis B virus (HBV) infection and are sources for HBV trans- 
mission to others. However, since the late 1980s, the incidence 
of acute hepatitis B has declined steadily, especially among 
vaccinated children. To characterize the epidemiology of acute 
hepatitis B in the United States, CDC analyzed national noti 
fiable disease surveillance data for 1990-2002. This report 
summarizes the results of that analysis, which indicated that, 
during 1990-2002, the incidence of reported acute hepatitis 
B declined 67! Chis decline was greatest among children 
and adolescents, indicating the effect of routine childhood 
vaccination. The decline was lowest among adults, who 
iccounted for the majority of cases; incidence increased among 
idults in some age groups. To reduce HBV transmission fur 
ther in the United States, hepatitis B vaccination programs 
ire needed that target men who have sex with men (MSM), 
injection-drug users ([DUs), and other adults at high risk. 

CDC analyzed surveillance data for acute hepatitis B cases 
reported weekly from state health departments and the Dis 
trict of Columbia during 1990-2002. Data included each 
patients county of residence, sex, race/ethnicity, and age. Clini 
cal and risk ractol data were available ro! approximately 35% 
of cases reported since 1990, including death from acute hepa 
titis B, reported injection-drug use, sex and number of sex 
partners, and exposure to a household or sex contact during 
incubation period. Acute hepatitis B incidence was calculated 
by using population denominators from the U.S. Census 


> 
Bureau 


Summary of Incidence 
During 1990-2002, the incidence of acute hepatitis B 


21,102 


) 


declined 67%, from 8.5 per 100,000 population 


total cases reported) to 2.8 per 100,000 population (8,064 
total cases reported) (Figure). By region”, in 2002, incidence 
was highest in the South (3.6), followed by the Northeast (3.5), 
the West (2.3), and the Midwest (1.6). During 1990-2002, 
decreases in incidence were greatest in the West (78%), fol- 
lowed by the Midwest (72%), the South (59%), and the North- 
east (52%); however, incidence in the Northeast has increased 
41% since 1999. 

Phe incidence of acute hepatitis B among men has been 
consistently higher than among women. In 1990, the inci- 
dence among men and women was 9.8 and 6.3, respectively; 
in 2002, the incidence was 3.7 and 2.2, respectively. Overall, 
incidence among women has declined more than among men; 
the male-to-female acute hepatitis B rate ratio was 1.5 in 1990, 
compared with 1.7 in 2002. 

By age, the most significant decline (89%) in acute hepati- 
tis B incidence during 1990-2002 occurred among persons 
aged 0-19 years, from 3.0 in 1990 to 0.3 in 2002. Among 
persons aged 20-39 and >40 years, acute hepatitis B inci- 


dence declined 67° 


o and 39%, respectively; however, the 
majority of this decline occurred during 1990-1998. Since 
1999, the incidence of acute hepatitis B has increased 5% 
among males aged 20-39 years and 20% and 31%, respec 


tively, among males and females aged >40 years (Figure). 





t=Connecticut, Maine 1SS usetts, New Hampshire New Jerse 

w York, Pennsylvania, Rhode Island, and Vermont; Midwest=|llinois, Indiana 

1, Kansas, Michigan, Minnes« lissouri, Nebraska, North Dakota, Ohio 
South Dakota, and Wisconsin Alabama, Arkansas, Delaware, District 
via, Florida, Georgia, Kentucl ouisiana, Maryland, Mississippi 
irolina klahoma our rolina, lennessee, lexas, Virginia 


Hawaii 


ne 


ginia; and \ f las rizol ilifornia, Colorado 


W l I ingtor 


FIGURE. Incidence* of acute hepatitis B, by age group, sex, 
and year — United States, 1990-2002 


* Per 100,000 population 
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Among 6,790 (32%) of the 21,102 cases reported in 1990 
and 3,079 (38%) of the 8,064 cases reported in 2002 for which 
risk factor data were available, the proportion of persons who 
reported injection-drug use was similar (17% and 15%). 
However, the proportion of heterosexuals reporting multiple 
sex partners increased from 14% to 29%, as did the propor 
tion of self-identified MSM, from 7% to 18%. During 1990 

2002, the proportion of MSM reporting multiple sex partners 


was approximately 50%. 


Examples of Local Trends 

Data from two counties illustrate the changing epidemiol- 
ogy of acute hepatitis B in the United States. In both coun- 
ties, overall incidence and incidence among children have 


declined. In Baltimore County (Baltimore, Maryland), acute 


hepatitis B incidence has been consistently higher than the 


national average. Since 1990, incidence has declined 26% 
overall; however, during 2000-2002, incidence increased 15%. 
In 2002, Baltimore County reported 50 acute hepatitis B cases 
(29 among men and 21 among women) for an overall inci- 
dence of 6.6; incidence for men and women was 8.1 and 5.3, 
respectively, with a male-to-female rate ratio of 1.5. Of the 38 
persons with available risk factor data, 15 (40%) reported 
injection-drug use, eight (21%) reported having multiple het- 
erosexual sex partners, and three (8%) reported both risk fac- 
tors; six (16%) persons reported exposure to an HBV-infected 
household or sex contact, and three (8%) reported being an 
MSM. 

Since 1990 in Mecklenburg County (Charlotte, North Caro- 
lina), reported acute hepatitis B incidence has been above the 
national average; however, during the same period, incidence 
has declined 82%. In 2002, Mecklenburg County reported 
39 acute hepatitis B cases (28 among men and 11 among 
women) for an overall incidence of 5.6; inciderice for men 
and women was 8.2 and 3.1, respectively, with a male-to-fe 
male rate ratio of 2.6. Risk factor data were available for all 39 
cases; eight (21%) persons reported having multiple hetero- 
sexual sex partners, eight (21%) reported being MSM, and 
three (8%) reported both risk factors. Five (13%) persons 
reported exposure to an HBV-infected household or sex 
contact; no persons reported injection-drug use. 

Reported by: State and local health depts. Maryland Dept of Health 
and Mental Hygiene. North Carolina Dept of Health and Human Sve: 

] Miller, MPH, L Finelli, DrPH, BP Bell, MD, Div of Viral Hepatitis 

National Center for Infectious Diseases, CD 

Editorial Note: In 1991, a comprehensive strategy to elimi 

nate HBV transmission was implemented in the United States 
and has reduced the incidence of acute hepatitis B among 


children. The strategy included universal infant vaccination, 


universal screening of pregnant women, and postexposure 
prophylaxis of infants born to infected mothers to prevent 
perinatal HBV infection; since 1982, adolescents and adults 
at high risk have been recommended to receive HBV vaccine 
(/). In 1995, the strategy was expanded to include routine 
vaccination of all adolescents aged 11—12 years and, in 1999, 
to include all persons aged 0-18 years who had not been vac 

cinated previously (2). The incidence of acute hepatitis B has 
declined steadily during the preceding decade, in part because 
of successful vaccination and other prevention programs. The 
observed decline in the incidence of acute hepatitis B among 
children occurred coincident with an increase in hepatitis B 
vaccination coverage among children aged 19-35 months, 
from 16% in 1992 to 90% in 2000 (3). 

Since 1999, after more than a decade of decline, hepatitis B 
incidence among men aged >19 years and women aged >40 
years has increased. The most common risk factors reported 
among adults with acute hepatitis B continue to be multiple 
sex partners, MSM, and injection-drug use (4). Different high 
risk behaviors accounted for the majority of transmissions in 
different locales. 

Increases in sexually transmitted diseases (STD), including 
syphilis and human immunodeficiency virus (HIV) infection 
among MSM (5,6) have been attributed to increases in high 
risk sexual behavior (e.g., unprotected anal intercourse with 
more than one partner and unsafe sex while under the influ- 
ence of alcohol or recreational drugs) (5,6). Changes in pat 
terns of sexual behavior also could be responsible for the 
increasing transmission of HBV among MSM. 

In 1982, the Advisory Committee on Immunization Prac 
tices recommended hepatitis B vaccination for sexually active 
homosexual and bisexual men and IDUs and, in 1985, for 
heterosexuals with multiple sex partners or a recent STD (J). 
Irends in acute hepatitis B infection also reflect poor vaccina 
tion coverage among persons who engage in these behaviors. 
Of 3,432 young MSM in seven U.S. metropolitan areas, only 
9% had received HBV vaccine (7). In a San Diego County, 
California, survey, only 6% of IDUs had completed the 3-dose 
HBV vaccine series (8). 

Persons at high risk for HBV infection often seek health 
care in settings in which vaccination services could be pro- 
vided. During 1996-1998, approximately half of persons 
reported with acute hepatitis B had been treated for an STD 
or incarcerated: 89% of IDUs, 35% of MSM, and 70% of 
persons with multiple sex partners (4,9). Both STD clinics 
and correctional facilities are settings in which hepatitis B 
vaccination services are recommended. 

lhe findings in this report are subject to at least two limita- 


tions. First, the quality of surveillance data varies at local and 
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] 
state levels 


Second, national viral hepatitis case-reporting is 


incomplete only approximatel 35% of all reported cases 
contain risk factor data 

Che decline in acute hepatitis B among children indicates 
that successful hepatitis B vaccination programs are possible. 
[hese programs must consider the local epidemiology of hepa- 


titis B and identify ways to reach populations at high risk. 


Integration of hepatitis B vaccination into he ilth-care pro 


grams tnat target pers¢ 


Ns al high risk is feasible and cost eftec- 


vaccination programs have been 


juvenile and adult detention 


, ¢ } } . 
testing centers, and otner sites. 


No national adult hepatitis B program exists that is similar 
th that have proven successful for children and adoles 
Components of a national adult vaccination program 

| 


. - : | —_— 
POLIcies accination, Inciudading 


methods for 
yng adults at greatest 
risk and appropriat« 


ipleme ntation. 
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Update: Influenza-Associated 
Deaths Reported Among Children 
Aged <18 Years — United States, 

2003-04 Influenza Season 


On De Wi j thi report wads posted on thr MMW R website 


(hetp://www.cdc.gov/mmwr). 


Since October, 42 influenza-associated deaths among chil- 


dren aged <18 years have been reported to CDC. All patients 
had influenza virus infection detected by rapid antigen test 
ing or other laboratory testing methods. This report describes 
preliminary findings based on data provided from multiple 
states, as of December 17, 2003. To improve surveillance, CD( 
has requested that all influenza-associated deaths of children 
aged <18 years be reported to CDC through state health 
departments. 

Among the 42 reported deaths, 20 (48%) patients were male, 
and 21 (50%) were female; the sex of one patient was not 
reported. Twenty-three (55%) of the children were aged <5 
vears, and 13 (31%) were aged 6-23 months (Table 1). The 
median age was 4 years (range: 9 weeks—17 years). Seventeen 
(40%) of the children had underlying chronic medical condi- 


tions (Table 2); the previous medical status for four (10%) 
f 


children was unknown. Among the 21 patients who had no 
underlying chronic medical condition, five had invasive bac- 
terial co-infections, including three caused by methicillin- 


j j 
resistant Stap/ylococcus aureus 


(MRS \), one by Streptococcus 


TABLE 1. Age distribution of 42 influenza-associated deaths 
reported among children aged <18 years — United States, 
2003-04 influenza season* 

Age ’ (%) 


<6 mos 








(2) 
6-23 mos (31) 
2— 4yrs 21) 

11 yrs ¢ (21) 


4 


ITS (24) 





* Preliminary data as of December 17, 2003 


TABLE 2. Underlying chronic medical conditions reported in 
17 influenza-associated deaths among children, aged <18 
years — United States, 2003-04 influenza season’ 





No. 
children 


Underlying chronic medicai condition affected’ 





Autoimmune disorder (i.e., SLE: 1 
Cerebral palsy 2 
Chromosomal abnormality 1 
Endocrine disorder (i.e., hypothyroidism) 
Genetic disorder (i.e., Huntington’s disease) 
GI" disorder (i.e., gastroesophageal reflux disease 
yr Diliary atresia) 
Developmental delay 
Mental retardation 
Pulmonary disease (i.e., asthma or reactive airway 
sease) 
Organ transplant (i.e., heart) 
Seizure disorder (e.g., epilepsy) 
Others (e.g., Pierre Robin syndrome and Cornelia 
de Lange syndrome) 





* Preliminary data as of December 17, 2003 
Certain children had more than one condition 

~ oystemic lupus erythematosus 
Gastrointestinal 
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pneumoniae, and one by Group A streptococcus. Three chil- 
dren with underlying chronic medical conditions had inva- 
sive bacterial co-infections, including one caused by MRSA, 
one caused by Streptococcus pneumoniae, and one caused by 
Neisseria menigitidis. 

Influenza vaccination status was available for only seven 
patients; five (aged 1 year, 14 months, 20 months, 3 years, 
and 8 years) were not vaccinated; two (aged 21 months and 5 
years) received | dose of influenza vaccine; however, their pre- 
vious vaccination history was unknown. Influenza A viruses 
were isolated from 11 (26%) patients; 29 (69%) infections 
were detected by rapid diagnostic testing or by 
direct fluorescent antibody testing of respiratory specimens. 
In two (5%) patients, evidence of influenza A virus infection 
was solely by immunohistochemical staining (IHC) of post- 
mortem tissue specimens at CDC (Figure). Five cases that 
were positive by rapid antigen testing of respiratory specimens 
also were tested by IHC; all five also had influenza A viral 
antigens detected in bronchial epithelium tissues obtained at 
autopsy. CDC continues to work with state health depart- 
ments to collect additional information on all cases. 
Reported by: State and local health departments. Influenza Response 
Team, ] Wright, DVM, A Likos, MD, N Bhat, MD, EIS officers, CD¢ 
Editorial Note: Influenza-associated deaths are not report- 
able conditions in the United States, and the average annual 
number of such deaths is unknown. However, cases of sud- 
den death associated with influenza in previously healthy chil- 
dren in the United States have been reported (/; CDC, 
unpublished data, 2003). During 1990-1999, approximately 


FIGURE. Influenza A viral antigens (dark areas indicated by 
arrows) demonstrated by immunohistochemical staining, in 
ciliated bronchial epithelial cells from a deceased child with 
influenza A virus infection 


- 


Photo/CDC 


92 influenza-associated respiratory and circulatory deaths were 
estimated to have occurred annually among children aged <5 
years (2). However, this estimate was based on mathematical 
modeling and not on counting fatalities associated with labo 
ratory-confirmed influenza virus infection. 

Among the 42 reported cases, laboratory-confirmed influ 
enza virus infection was found in all of the children. Influ 
enza can be confirmed by various methods, including 
commercially available rapid tests, viral culture, direct fluo- 
rescent antibody, reverse transcriptase polymerase chain reac 
tion, [HC of tissues collected during autopsy (3), and paired 


serology. 


CDC Request for Reports of Influenza- 
Associated Deaths Among Children 

During the 2003-04 influenza season, CDC is requesting 
that all influenza-associated deaths among children aged <18 
years be reported to CDC through state health departments. 
In addition, CDC is requesting submission of postmortem 
tissue specimens and autopsy reports where available. Influ- 
enza viral isolates in fatal cases also should be sent to CDC for 
antigenic characterization. 

lo report the influenza-associated death of a child aged <18 
years, state health departments should contact CDC’s Influ- 
enza Branch, telephone, 800-232-4636; e-mail, eocinfluenza@ 
cde.gov. Case-reporting and specimen-collection forms will 
be made available to state health departments and medical 
examiners via the Epidemic Information Exchange, available at 
http://www.cdc.gov/mmwr/epix/epix.html. When completed, 
the forms should be sent with a cover sheet headed ATTN: 
Fatal Case Reporting to CDC via fax, 888-232-1322. 
References 
1. CDC. Severe morbidity and mortality associated with influenza in chil 

dren and young adults—Michigan, 2003. MMWR 2003;52:837—40 
. Thompson W, Shay D, Weintraub E, et al. Mortality associated with 

influenza and respiratory syncytial virus in the United States. JAMA 

2003;289:179-86. 

Guarner ], Shieh WJ], Dawson J, et al. Immunohistochemical and in 


situ hybridization studies of influenza A virus infection in human lungs 
Am J Clin Path 2000;114:227-—33 





Update: Influenza Activity — United 
States, December 14-20, 2003 


Influenza activity in the United States continued to increase 


during December 14—20, 2003*. The proportion of patient 


visits to sentinel providers for influenza-like illness (ILI)' 





* Provisional data reported as of December 29 
Temperature of >100.0° F (>37.8 ¢ and cough and/or sore throat in the 


absence of a known cause other than influenza 
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overall was which is above the national baseline> of 


» a i 
2.5%. Influenza activity’ was reported as widespread by health 


departments in 45 states, New York City, and the District of 
Columbia; four states reported regional influenza activity; and 


one state reported local influenza activity (Figure | 


Laboratory Surveillance 

During the reporting week of December 14-20, World 
Health Organization (WHO) laboratories reported testing 
3,693 specimens for influenza viruses; of which 1,297 (35.1%) 
were positive. Of these, 323 were influenza A (H3N2) viruses, 


964 were influenza A viruses that were not subtyped and 10 
: ?). Because data from the 


were influenza B viruses (Figure 


National Respiratory and Enteric Virus Surveillance System 


NREVSS) laboratories for the week ending December 20 





FIGURE 1. States in which estimated influenza activity levels 
have been reported by state epidemiologists, by level of activity* 
— United States, December 14-20, 2003 














“Levels of activity are no activity, 2) sporadic—small numbers of 
laboratory-confirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of influenza-like illness (ILI), 3) local 
outbreaks of influenza or increase n iLi cases and recent laboratory- 
confirmed influenza in a single region of a state, 4) regionat—outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in at least two but less than half the regions of a state, and 5) 
widespread—outbreaks of influenza or increases in ILI cases and recent 


laboratory-confirmed influenza in at least half the regions of a state 


FIGURE 2. Number and percentage of specimens testing 
positive for influenza virus reported by World Health 
Organization and National Respiratory and Enteric Virus 
Surveillance System laboratories, by week — United States, 
October 5—December 20, 2003 


were not available at the time of this report, numbers might 
change substantially next week. 

Since September 28, WHO and NREVSS laboratories have 
tested 40,075 specimens for influenza viruses; of which 11,982 
29.9%) were positive. Of these, 11,902 (99.3%) were influ- 
enza A viruses, and 80 (0.7%) were influenza B viruses. Of 
the 11,902 influenza A viruses, 2,934 (24.7%) have been 
subtyped; 2,933 (99.9%) were influenza A (H3N2) viruses, 


8) 


and one (0.1%) was an influenza A (H1) virus. All 50 states 


have reported laboratory-confirmed influenza this season. 


Antigenic Characterization 


Of the 330 influenza viruses collected by U.S. laboratories 
since October | and characterized antigenically by CDC, 326 
were influenza A (H3N2) viruses, two were influenza A (H1) 
viruses, and two were influenza B viruses. The hemagglutinin 
proteins of the influenza A (H1) viruses were similar anti- 
genically to the hemagglutinin of the vaccine strain A/New 
Caledonia/20/99. Of the 326 influenza A (H3N2) isolates 
that have been characterized, 80 (25.0%) were similar anti- 
genically to the vaccine strain A/Panama/2007/99 (H3N2), 
and 246 (75.0%) were similar to a drift variant, A/Fujian 
+11/2002 (H3N2)**. Both influenza B viruses characterized 


ier 


were similar antigenically to B/Sichuan/379/99. 
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Pneumonia and Influenza (P&I) Mortality 
Surveillance 


As of the week ending December 20, P&I accounted for 
7.8% of all deaths reported through the 122 Cities Mortality 
Reporting System. The epidemic threshold 


18) 


was ie 0. 


for that week 


IL! Surveillance 


During the reporting week of December 14—20, the weekly 
percentage of patient visits**’ to approximately 1,000 U.S. 
sentinel providers nationwide for ILI increased to 7.7%, which 
is above the national baseline of 2.5% (Figure 3). The pet 
centage of patient visits for ILI increased in five of the nine 
surveillance regions but has continued to decline in the West 
South Central region (6.8% for week 51 compared with 11.3% 


_ ° ee 
for week 47). On a regional level’’, the percentage of visits 





FIGURE 3. Percentage of visits for influenza-like illness 
reported by Sentinel Provider Surveillance Network, by week — 


United States, 1999-00, 2002-03, and 2003-04 influenza 
seasons 





*The 1999-00 season was selected for comparison because it was the 
most recent influenza A (H3N2) season of moderate severity 


about subscribing via e-mail ts available at hetp: Www.cd 


tor ILI 


vas highest in the | 
followed by Pacific region (9.0 
gion (8.8%), South Atlantic region (7.9 
tral region (7.8%), West South Central regior 
England region (6.3%), Mid-Atlantic region (5.8° 


Mountain region (4.4%). 


Activity Reported by State and Territorial 
Epidemiologists 

During the week ending December 20, influenza 
was reported as widespread in 45 states (Alabama 
Arizona, Arkansas, California, Colorado, Connecticut 


ware, Georgia, Idaho, Illinois, Indiana, lowa, Kansas, Ken 


Mississippi, Missouri, Montana, Nebraska, Nevada, New Jet 
sey, New Mexico, New York, North Carolina, North Dakota 


tucky, Maine, Maryland, Massachusetts, Michigan, Mins 


Ohio, Oregon, Pennsylvania, Rhode Island, South Carolina 


South Dakota, Tennessee, Texas, Utah, Vermont, Virginia 
Washington, West Virginia, Wisconsin, and Wyoming), New 
York City, and the District of Columbia. Regional activir 
was reported in four states (Florida, Louisiana, New Hamp 
shire, and Oklahoma), and Hawaii reported local activity 
Weekly updates on influenza activity will be published in 
VUMWR during the influenza season. Additional in 
about influenza activity is available from CD¢ 


www.cd¢ ZO flu. 


Notice to Readers 


Subscriptions to the CDC 
Public Health Law News 


Public Health Law News is a free electronic newsletter pub 
lished every weekday except holidays by CDC’s Public Health 


Law Program. The newsletter contains summaries of news 


reports on public health law and related subjects; 
1 1 i 1 

announcements of public health law-related publications, con 

ferences, congressional hearings, and other events; a news quo 


] 


tation of the day; and other timely material. The newsletter is 


available al hetp: www phppo.cdc LON od phlip Inform ition 


] 
oo 


subscribe -html 








1258 MMWR January 2, 2004 





FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 20, 2003, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


338 


88 


99 


0 





T T 


0.0625 0.125 0.25 


Ratio (Log Scale)’ 


Beyond Historical Limits 


xd yielding a ratio for week 50 of zero (0) 


comparable, and subsequent 4-week periods for the past 5 The point where the hatched area 


week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 20, 2003 (51st Week)* 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 
Anthrax 2 Hansen disease (leprosy)' 56 88 
Botulism Hantavirus pulmonary syndrome 17 17 
Hemolytic uremic syndrome, postdiarrheal 152 200 
HIV infection, pediatric 204 158 
specified) 3 : Measles, total 41" 
Brucellosis g 22 Mumps 191 
Chancroid 4: Plague 1 








Cholera y Poliomyelitis, paralytic 
Cyclosporias 70 Psittacosis 14 
Diphtheria Q fever’ 70 
Ehrlichiosis - Rabies, human 

human granulocytic (HGE) ) 337 Rubella 

human monocytic (HME) 2c Rubella, congenital 

ther and unspecified d 2° SARS-associated coronavirus disease’ 
Encephalitis/Meningitis - Streptococcal toxic-shock syndrome’ 

California serogroup viral 8§ Tetanus 

eastern equine 0 g Toxic-shock syndrome 

Powassan Trichinosis 

St. Louis 37 Tularemia' 

western equine - Yellow fever 




















No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Not notifiable in all states 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update November 30, 2003 
Of 41 cases reported, 30 were indigenous, and 11 were imported from another country 
** Of 41 cases reported, 24 were indigenous, and 17 were imported from another country 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 20, 2003, and December 21, 2002 
(51st Week)* 





Encephalitis/Meningitis 
Chlamydia’ Coccidiodomycosis Cryptosporidiosis West Nile 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum Cum 
Reporting area 2002 2003 2002 2003 2002 2003 2002 2003 2002 


UNITED STATES 39,910 803,868 816,631 3,198 2,906 1,924 


NEW ENGLAND 1,548 5,129 27,405 
Maine 28 652 742 
N.H 38 037 534 
Vt 12 026 

Mass 807 222 

Rl 102 2,834 

Conn 561 8,358 

MID. ATLANTIC 9 9,476 915 

Upstate N.Y °) 784 

N.Y. City 5 3,531 

N.J x 125 

Pa 2,05 45 41,475 

E.N. CENTRAL 3 225 635 

Ohio 7 757 34,163 

Ind 483 064 

il 

Mich 

Wis 

W.N. CENTRAL 

Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr.* 

Kans 


S. ATLANTIC 























W.S. CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V4 . 

Amer. Samoa U U U 
C.N.M.1 2 - U 








N: Not notifiable U: Unavailable -- No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 

* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 

t Chlamydia refers to genital infections caused by C. trachomatis 
Updated monthly from reports to the Division of HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HiV, STD, and TB Prevention. Last update 
November 30, 2003 

* Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 20, 2003, 


(51st Week)* 


and December 21, 2002 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum 
2003 


Cum 
2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. 
2003 


Cum. 
2002 





Cum. Cum 
2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 20, 2003, and December 21, 2002 


(51st Week)* 





Haemophilus influenzae, invasive' 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b Non-serotype b 


Unknown serotype 





Cum. Cum. 
Reporting area 2003 2002 








Cum. Cum. Cum. Cum. 





Cum. | Cum. 








Cum | Cum 





UNITED STATES 1,644 
NEW ENGLAND 
Maine 


N.H 


PACIFIC 


Wast 
Oreg 


Calif 


Alaska 
Hawa 


Guam 
P.R 


V1 


Amer. Samoa U U 
C.N.M.1 U 


2003 2002 2003 2002 


) 


<VU » NU 


| c 7 
té 


2003 2002 


83 49 





N: Not notifiable 


U: Unavailable Ne 


reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Non-serotype b: nontypeable and type other than b; Unknown serotype: type unknown or not reported Previously 


serotype t 


cases reported without type information were counted as non 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 20, 2003, and December 21, 2002 
(51st Week)* 





Hepatitis (viral, acute), by type 





Reporting area 


B 


c 


Legionellosis 


Listeriosis 


Lyme disease 








| Cum. 





Cum. 
2003 


Cum. 





Cum. 


2003 2002 


Cum. 





Cum. Cum. 
2003 2002 





Cum. | 


2003 


Cum. 
2002 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Mas 

RR! 


; -_ 
MOUNTAIN 


M 


Alaska 

Hawa 

Guar 

PR 

VI 

Amer. Samoa 
C.N.M.1 


2002 


2002 
1.809 1.772 


14 0) 


1,961 1,261 


116 


606 640 


62 


4 


17,573 
3,388 
222 
95 
43 
140 
581 
307 
1,356 
419 
5 
049 
883 


1,730 
7,059 


102 
250 

37 
805 
346 


519 





N: Not notifiable 


U: Unavailabie 


* Incidence data for reporting years 2002 


No reported cases 
3 are provisional and ¢ 


smulative 


year-to-date) 








Vol. 52 / Nos. 51 & 52 


MMWR 


1263 





TABLE Il. (Continued) Provisional cases of selected notifiable 


(51st Week)* 


diseases, United States, weeks ending December 20, 2003, and December 21, 2002 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 





Reporting area 2002 





Cum. 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 





Cum. Cum 





UNITED STATES 3 369 
NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 

MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

ind 

HII 

Mich 

Wis 

W.N. CENTRAL 
Minn 

lowa 

Mc 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
De 
Md 
D.C 
Va 
W.Va 


S. CENTRAL 
enn 


a 


V.S. CENTRAL 


Tex 


MOUNTAIN 
Mont 

Idat 

Wyo 

Col 

N. Mex 

Ariz 

Utah 

Nev 

PACIFIC 
Wast 

Oreg 

Calif 

Alaska 
Hawaii 

Guan 

PR 

VI 

Amer. Samoa 
C.N.M.1 


1,520 1,734 


33 
t 


4 


7,906 8.694 


203 881 


1/ 


61 


2003 2002 


41 


2003 


2002 


) 





N: Not notifiable U: Unavailable 


* Incidence data for reporting years 2002 and 2003 


reported cases 


are 


f 


oro\ 


sionai an 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 20, 2003, and December 21, 2002 





(51st Week)* 
Streptococcus pneumoniae, invasive 





Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 
Cum Cum Cum Cum Cum. | Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 

1 1 5.044 4.4 y 415 454 382 


39 2.415 


























re TAT 19 
34° + 118 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States. weeks ending December 20, 2003, and December 21, 2002 
(51st Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 


Cum. Cum. Cum. Cum Cum Cum. Cum Cum Cum 
Reporting area 2003 2002 2003 2002 200 2002 2003 2002 2003 





























UNITED STATES 6.574 6,686 3 


359 430 11,121 12,87: 304 13,086 
NEW ENGLAND 14 1 1 

Maine ? ‘ { 
N.H 


424 


MID. ATLANTIC 
Upstate N.Y 


NYC 
N.Y. City 


MOUNTAIN 


MA 





> 
N.M 





Not notifiable U: Unavailable 


*" Incidence data for reporting years 2002 
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TABLE lil. Deaths in 122 U.S. cities," week ending December 20, 2003 (51st Week) 
All causes, by age (years) All causes, by age (years) 























All P&l' 
Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Total Reporting Area | 45-64 — 1-2 
NEW ENGLAND 591 433 9 2 ( 53 S. ATLANTIC 323 91 40 
17 133 23 26 Atlanta, Ga 42 18 
1 Baltimore, Md me 88 21 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington Ky 
Memphis, Tenn 
Mobile, Ala 

Mc nig mery Ala 
Nashville, Tenn 
W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 


J 
Corpus Christi, Tex 
Dallas, Tex 

E| Paso. Tex 

Ft. Wortt 

Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idahc 

Co oprine 
Denver, Col 

Las Vegas, INeV 
Ogden, Utah 


Phoenix. Ariz 


kane, Wast 
l Was 
Minne > Ming ’ ¢ , : yma, Wast 
Omaha, Nebr ¢ 7 r TOTAL 

St. Louis, Mo 
St. Paul, Minr 


Wichita, Kar 








U: Unavailable No reported case 
* Mortality data in this table are voluntaril snorte ) 22 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
ccurrence and by the week that the de ertificate was filed. Fetal deaths are not included 

Pneumonia and influenza 

Because of changes in reporting method: is Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
Total includes unknown ages 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 27, 2003, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, Acute 
Hepatitis B, Acute 
Hepatitis C, Acute 
Legionellosis 

Measles, Total 
Meningococcal Infections 
Mumps 

Pertussis 


Rubella 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 27, 2003 (52nd Week)* 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 


2 Hansen disease (leprosy) 








Anthrax 
Botulism Hantavirus pulmonary syndrome 
foodborne 7 28 Hemolytic uremic syndrome, postdiarrheal 
infant ‘ HIV infection, pediatric 
other (wound & unspecified) : 2 Measles, total 
Brucellosis Mumps 
Chancroid 4 67 Plaque 
Cholera 1 Poliomyelitis, paralytic 
Cyclosporiasis ] 160 Psittacosis 
Diphtheria Q fever 
Ehrlichiosis Rabies, human 
human granulocytic (HGE) 357 Rubella 
human monocytic (HME) Rubella, congenital 
other and unspecified 42 23 SARS-associated coronavirus disease 
Encephalitis/Meningitis - Streptococcal toxic-shock syndrome 
California serogroup viral 88 : Tetanus 
eastern equine ) Toxic-shock syndrome 
Powassan - Trichinosis 
St. Louis 37 28 Tularemia 

















western equine : Yellow fever 








No reported cases 

* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 

. Not notifiable in all states 

* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 

, Last update November 30, 2003 
Of 42 cases reported, 30 were indigenous, and 12 were imported from another country 

** Of 44 cases reported, 26 were indigenous, and 18 were imported from another country 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (notifiable as of July 2003) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 27, 2003, and December 28, 2002 





(52nd Week)* 
Encephalitis/Meningitis 


Chiamydia' Coccidiodomycosis Cryptosporidiosis West Nile 


AIDS 
Cum. Cum Cum. Cum. Cum. | Cum. 


Cum Cum. Cum. Cum. ; 
20035 2002 2003 2002 2003 2002 2003 2002 2003 


1,918 2,838 





2002 




















Reporting area 
4.969 


> 20 


N 


N.M.! 





Not notifiable ymmmonwealth of Northern Mariana Is 
" Incidence 
Chlamydia re ns c xd by C. trachomatis 
Updated m f HIV/AIDS Preventior 
November 30, 2003 
* Contains data reported throug on ctronic Disease Surveillance System (NEDSS) 


year-to-date 


Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 27, 2003, and December 28, 2002 
(52nd Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 

Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis 
Cum. Cum. Cum. Cum Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 

UNITED STATES 2,544 3,840 271 
NEW ENGLAND 162 265 56 
Maine 10 39 

N.H 12 
Vt 18 





Gonorrhea 


Cum Cum. Cum 
2002 2002 2003 2002 























129 


35 2 
14 

Mass 69 12% 
R.1 d 1 
Conn 4 
MID. ATLANTIC 

Upstate N.Y 

N.Y. City 

N.J 

Pa 

E.N. CENTRAL 

Ohio 

ind 

i 

Mich 

Wis 


) 8 


W.N. CENTRAL 


S. CENTRAL 


= 
Ky 
+ 

é 


Ala 
N < 


W.S. CENTRAL 


MOUNTAIN 
Mont 





Amer. Samoa 


C.N.M.1 





N: Not notifiable U: Unavailable No reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 27, 2003, and December 28, 2002 


(52nd Week)* 





Haemophilus influenzae, invasive' 





All ages 


All serotypes 


Age <5 years 


(viral, 


Hepatitis 
acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


a 














Cum. Cum. 


2003 2002 





Cum. Cum 





Cum 


, Cum 
2003 2002 





Reporting area 


Cum Cum 
2003 2002 


Cum. Cum 
2003 2002 


30 144 


419 


2003 2002 


18 153 


7.160 
40 
11 


€ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 27, 2003, and December 28, 2002 
(52nd Week)* 





Hepatitis (viral, acute), by type 





B Cc Legioneilosis Listeriosis 


Cum. Cum. Cum. Cum Cum. Cum Cum 
Reporting area 2003 


UNITED STATES 6,711 8.064 


Lyme disease 


Cum Cum Cum 
2002 2003 2002 2003 2002 2003 2002 2003 




















2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 27, 2003, and December 28, 2002 


(52nd Week)* 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum. Cum 
Reporting area 2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





NITED STATE: 4 466 143 


W ENGLANI 
rine 
H 


La 
Okla 


1ex 
MOUNTAIN 
Mont 

idar 


Wyc 


N. Mex 
Ariz 
Utar 
Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

P.R 

V1 

Amer. Samoa U 


C.N.M.1 U 


3 


771 


5.451 7 689 


957 1,104 


7 10 





N: Not notifiable 
" Incidence data for reporting years 


U: Unavailable Ne 


reported cases 


2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases 


(52nd Week)* 


, United States, weeks ending December 27, 2003, and December 28. 2002 





Reporting area 


Salmonellosis 


Shigeliosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
all ages 


Age <5 years 








Cum. Cum. 
2003 2002 





Cum. Cum. Cum. 
2002 2003 








2003 2002 





Cum. Cum. 


Cum Cum. 
2003 2002 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.| 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 
Ind 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


40,369 44 
2,045 
137 
100 
73 
1,217 
129 
389 


539 
168 
269 
573 
529 
202 
324 
565 
665 
792 
856 


~ © un > 


3 
426 
4 


ounce 
—~O-— 
— © 


) Ww 
> 


23,541 5,085 


360 
28 


24 


n= 
ooo 
ooos 


4 


“< 


>esr 


461 47 





N: Not notifiable 


U: Unavailable 


No reported cases 


* Inc nce data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 27, 2003, and December 28, 2002 
(52nd Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 


Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 


INITED STATES 6.693 859 361 439 11,339 13,971 310 321 13,246 





























NEW ENGLAND é 152 1 329 459 24 13 1,843 
» . ; 5 20 780 

18 y - - 
8 907 
260 13 151 
49 5 
104 


2 31E 





nd cumuiative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 27, 2003 (52nd Week) 
All causes, by age (years) All causes, by age (years) 























VEW ENGLAND ) 


All P&l' 
Reporting Area Ages | >65 45-64 25-44 | val <1 | Total Reporting Area >65 45-64 | 25-44 1-24 | 


MA 
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